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Neonatal genital prolapse without congenital spinal abnormality is rare. Several treatment modalities are
known to manage this condition. Our management consists of manually reducing the prolapsed mass
and applying purse string suture technique.
 2015 The Authors. Published by Elsevier Inc. This is an open access article under the CC BY-NC-ND
license (http://creativecommons.org/licenses/by-nc-nd/4.0/).Neonatal genital prolapse (NGP) is an uncommon entity which
usually occurs within ﬁrst few days of life. This pathology is
frequently associated with spinal disraphism such as spina biﬁda
and meningoencephalocele e which usually call for more urgent
attention [1]. There are several known options to manage this
condition: from simple digital reduction to more radical surgical
measures [1,2]. This report describe our management of NGP
with purse string suture of vaginal wall and brief literature
review.
1. Case report
A full term, 3900 g female baby was born by C-section delivery
to a 25 years old, gravid 1 mother. Her obstetric history was un-
remarkable. She had a noticeable red mass protruding from the
vulva since birth. The baby was referred at day 2 to emergency
unit at Moh. Hoesin General Hospital. She had normal chest ex-
amination, and there was no mass at her abdomen and back. She
moved all of her limb normally, had normal reﬂexes and normal
anal tone. A ﬂeshy red mass protruded from the vulva intraoitus
consisting of vagina and uterus (Figs. 1 and 2). Urethral oriﬁce was
normal and she could urinate normally. X ray examination
revealed no spinal deformities.ksono).
c. This is an open access article undeOn admission, we noticed that the prolapsed genitalia was
remarkably oedematous and repositionwas difﬁcult. We decided to
perform reposition under general anesthesia. The bladder was
emptied with catheter and the mass was gently reduced. Rectal
tube was inserted during surgery. Afterward, we performed purse
string suturing of vaginal wall in three rows as described by Bas-
karan using Vicryl 4/0 (Fig. 3) [3]. Vaginal catheter and bladder
catheter were placed for 7 days. The patient went home unevent-
fully at 8th post operative day. On 1 month follow up, she did not
have any recurrence (Fig. 4).
2. Discussion
Noenatal genital prolapse is a rare entity but well docu-
mented. The ﬁrst description of genital prolapse is found on
Ebers papyrus (1500 BC) which depicting prolapsed womb
treatment by coating the protruded womb with honey and
pressing it back to its place [4]. However, neonatal genital pro-
lapse was not reported until 1723 and only few cases are reported
in modern literature [2].
In 1917, Findley wrote a series that NGP is related with spina
biﬁda in 86% of cases. In 1927, Noyes reviewed cases from literature
and concluded that spina biﬁda was the primary etiology of NGP e
the lower sacral nerve roots, particularly the fourth sacral are
drawn through the lumbar vertebral defect then producing a partial
or complete paralysis of pelvic ﬂoor muscle [5]. Other reported
conditions which is related to NGP were hydronephrosis ewhich isr the CC BY-NC-ND license (http://creativecommons.org/licenses/by-nc-nd/4.0/).
Fig. 1. Prolapsed vagina and uterus.
Fig. 3. Purse string suturing of vaginal wall.
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patient after sacrococcygeal teratoma excision [2,6,7]. In this case,
we were presented with NGP case without spinal anomaly.
Malpas in 1955 has classiﬁed the causes of genital prolapse into:
(a) primary, which is caused by congenital abnormality or weak-
ened pelvis and supporting tissue and (b) secondary, those caused
by abnormal stress to a normally suspended genitalia (such as
prolonged labor, birth trauma) [1,5].
Diagnosis of NGP is usually straightforward. NGP frequently
presents within ﬁrst few days of life. Usually pink to red ﬂeshymass
is visibly protruded from introitus. The extent of genital prolapse is
variable, ranging from mild vaginal protrusion to complete cervix
and uterine prolapse. In vaginal wall prolapse, usually the form of
the prolapsedmass is circumferential; and the external cervical os isFig. 2. Notable circular pattern of vaginal wall mucosa.usually seen at the upper end of mass with normal urethral oriﬁce
[1,2]. Diagnosis can be conﬁrmed with restoration of normal anat-
omyafter reduction ofmass and associationwith spinal defect [2]. In
this case we were presented with prolapsed vagina and uterus, and
the circumferential pattern of the vaginal mucosa is clearly seen.
Differential diagnosis of interlabial mass in neonates include
cervical and vaginal polypi, urethral prolapse, paraurethral cyst and
rhabdomyosarcoma. Cervical and vaginal polypi are self limiting
disease, and usually there is no cervical os at examination. Urethral
prolapsed and paraurehral cyst usually associated with urinary
symptoms [1,2]. Rhabdomyosarcoma, or botryoid sarcoma is char-
acterized by ﬂeshy and lobulated mass with necrosis and hemor-
rhage, and usually not associated with spinal deformities. The
diagnosis is conﬁrmed with tissue biopsy [8].
The prolapsed mass poses risk of inﬂammation and infection,
hence, prompt reduction is generally accepted. There are several
modalities known to manage genital prolapse. Sometimes, this
condition only requires simple digital reposition. However, pro-
lapse is usually more stubborn in children with spinal defect and
sometimes simple reposition is not sufﬁcient [3,5].Fig. 4. No prolapse recurrence on 1 month after surgery.
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described by Ellis in 1968. Meanwhile, in 1974, Dixon described the
use of pessary for genital prolapsed in neonates using 1 inch rolled
penrose drain with 1/0 silk attached to facilitate removal [9]. The
pessary underwent several modiﬁcation, such as using rubber
nipple and foley catheter [1,10]. Temporary labial fusion was
introduced by Ajabor and Okojie in 1967, in which they used hy-
pertonic saline packs to reduce the edema and partially fused the
labia by temporarily stitching the labia for 2 weeks with total res-
olution [11]. Other authors performed temporary labial fusion by
using crepe bandage from lower abdomen to lower third of legs
[12], and another one performed labial fusion by temporarily su-
turing labia majora with interrupted stitch for 2 months [13]. More
radical approach such as uterine ventrosuspension and sacral cer-
vicopexy might be needed in recurrent prolapse. Histerectomy or
cervical amputation are rarely needed [1,2].
However, pessary method was known to be associated with
vaginitis and temporary labial stitching might be not the most
comfortable option for the baby and caregivers.We use purse string
method as described by Baskaran using 4/0 Vicryl to anchor the
vaginal wall to the surrounding structure [3]. A foley catheter was
inserted to the bladder to protect urethra from injury. Thick bite is
taken at the lateral vaginal wall and thin bite is taken at the anterior
vaginal wall. We perfomed the purse string suture in 3 rows. To our
knowledge, this is the second report to use method as described by
Baskaran. On 1 month follow up, she did not have any relapse.3. Conclusion
Neonatal genital prolapsed without spinal anomaly is uncom-
mon. Reduction and purse string suturemethod for this condition is
safe and relatively convenient.References
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